S ome of us have spent the better part of our career promoting the role of psychiatry within the broad spectrum of palliative, end-of-life care. So much so that I fear, upon news of my eventual death (I can only hope, some day in the distant future), colleagues will likely remark that perhaps now my articles will be truly informed! And while a career in psychiatric palliative care may strike some as an odd choice, the rewards are as bountiful as any other area of subspecialization. Carrying out studies in palliative care feels somewhat akin to basic or fundamental research. My days are spent pondering, exploring, and writing about key facets of the human condition. What is it like to live with vulnerability? How do people maintain hope in the face of death? What, under even the direst of circumstances, makes life worth living? When there is little time left, what are the things that people deem most important? What sustains an individual's sense of meaning and purpose? How can health care providers help dying patients and their families to maintain a sense of dignity? The questions are endless and intriguing; some also define our humanity, the experience of being human, and hence, being mortal.
From its very inception, Dame Cicely Sanders-the founder of the modern hospice movement-envisioned a field that would encompass the physical, psychological, and spiritual dimensions of care for dying patients and their families. In its earlier years, the movement was exquisitely focused on physical aspects of symptom management. There are many indications, however, that Dame Saunders' vision for a broad-based mandate within palliative care is now being more fully embraced.
The field of psychooncology has engaged us in a deep and thoughtful examination of psychological issues that emerge in the context of life-threatening and -limiting cancer. This has been an important impetuous in promoting a parallel process within palliative medicine. One need only review the contents of the Oxford Textbook of Palliative Medicine 1 to see how far the field has moved. Next to chapters on conventional symptom management are extensive reviews addressing psychiatric symptoms in palliative medicine and emotional problems facing patients, families, and health care professionals, along with cultural and spiritual aspects of palliative medicine. The second edition of the Handbook of Psychiatry in Palliative Medicine 2 is about to be published, and the Journal of Palliative and Supportive Care-dedicated to publishing papers on the psychiatric, psychosocial, existential, and spiritual domains of end-of-life care-is now entering its sixth year.
There are other indicators of success: the World Health Organization defines palliative care in terms of improving the quality of life of patients and their families facing the problems associated with life-threatening illness, through the prevention and relief of suffering by means of early identification and impeccable assessment and treatment of pain, and other physical, psychosocial, and spiritual problems. 3 The National Institutes of Health, in describing the scope of their palliative care research mandate, noted the complex and interdependent physical, social, psychological, and existential needs of patients and their families. 4 The Institute of Medicine, in their landmark publication Approaching Death: Improving Care at the End of Life, 5 states that physical, psychological, spiritual, and practical elements of caregiving are each core dimensions of palliative end-of-life care. This is the third time in 8 years that I have contributed something to The Canadian Journal of Psychiatry focusing on palliative care. Editing this particular In Review is especially gratifying, given my opportunity to introduce the readership to some outstanding work, by outstanding individuals. At one time, very few people were articulating a role for psychiatry within palliative care. It is extraordinary that the message appears to have been heard and that this aspect of care is no longer considered peripheral to quality, comprehensive, or what I like to think of as dignity-conserving care. Dr Scott A Irwin is the Medical Director of Palliative Care Psychiatry at the Institute for Palliative Medicine at San Diego Hospice, a teaching affiliate of the University of California San Diego, School of Medicine; not so many years ago, the words palliative, care, and psychiatry might have been misconstrued as an interesting word salad! In his role, Dr Irwin coordinates and provides consultative psychiatric services for hospice patients and their families. He has coauthored the first In Review article, The Opportunity for Psychiatry in Palliative Care, 6 with Dr Frank D Ferris, Director of International Programs at the Institute for Palliative Medicine at San Diego Hospice. Dr Ferris is a Canadian leader and national champion of palliative care. The article they have written provides a lovely overview of the diverse roles psychiatrists can play in palliative care. They call on both generalists as well as specialists to develop core competencies that address psychiatric aspects of palliative medicine. In view of shifting demographics and our increasingly aging population, their message could not be timelier.
As the Canada Research Chair in Palliative Care, I have had many opportunities to travel and teach nationwide. One such trip, in June 2005, took me to Hamilton, Ontario. Three years prior, St Joseph's Healthcare Hamilton had assumed administrative responsibility for the former Hamilton Psychiatric Hospital. During my visit, I met a remarkable group of colleagues, who had taken up the task of trying to understand, and in turn provide for, the palliative care needs of long-term psychiatric residents now moving toward death. Their passion and commitment were inspiring and memorable. When I was asked to edit this In Review, I knew I wanted to invite an article on palliative care issues in patients with chronic mental illness. I also knew I need look no further than Hamilton and Dr Anne Woods, a palliative care physician; Kathleen Willison, a Palliative Care Clinical Nurse Specialist; Cindy Kington, a Consultation-Liaison Psychiatry Clinical Nurse Specialist; and Alan Gavin, a social worker with a special interest in end-of-life care. Their article, Palliative Care for People with Severe Persistent Mental Illness: A Review of the Literature, 7 is a tour de force and a much needed addition to the psychiatric literature-a literature that has been all but silent on these issues. Nonetheless, while it sounds trite to say, serious persistent mental illness does not confer immunity from life-threatening or -limiting ailments, and the palliative care needs of this population are no less important than for anyone else.
In some respects, these invited articles represent 2 sides of the same coin. One side reveals the important role for psychiatry within the rich multidisciplinary fabric of palliative end-of-life care. The other side addresses the specific challenges and opportunities facing psychiatrists who are committed to fulfilling their professional obligations towards their patients approaching death. In tossing this coin toward The Canadian Journal of Psychiatry readership, the only word I would add to the well-chosen text of these fine authors is: catch.
